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Abstract 

Background: Public child healthcare doctors and nurses, and primary school teachers play a pivotal role in the 
detection and reporting of child abuse, because they encounter almost all children in the population during their 
daily work. However, they report relatively few cases of suspected child abuse to child protective agencies. The aim 
of this qualitative study was to investigate Dutch frontline workers' child abuse detection and reporting behaviors. 

Methods: Focus group interviews were held among 16 primary school teachers and 17 public health nurses and 
physicians. The interviews were audio recorded, transcribed, and thematically analyzed according to factors of the 
Integrated Change model, such as knowledge, attitude, self-efficacy, skills, social influences and barriers influencing 
detection and reporting of child abuse. 

Results: Findings showed that although both groups of professionals are aware of child abuse signs and risks, they 
are also lacking specific knowledge. The most salient differences between the two professional groups are related 
to attitude and (communication) skills. 

Conclusion: The results suggest that frontline workers are in need of supportive tools in the child abuse detection 
and reporting process. On the basis of our findings, directions for improvement of child abuse detection and 
reporting are discussed. 

Keywords: Child abuse, (Risk) detection, Reporting, Behavioral determinants, Teachers, Public child health 
professionals 
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Background 

Child abuse represents a significant international public 
health problem [1]. In The Netherlands also, in 2010 the 
second national prevalence study of child maltreatment 
(NPM-2010) [2] showed that the annual prevalence of 
child abuse had remained the same compared to the first 
national prevalence study in 2005 (NPM 2005) [3] des- 
pite government policies aimed at improving detection 
and intervention (e.g., child abuse reporting guidelines) 
[4]. The NPM-2010 found 34 cases of child abuse per 
1,000 children in the age range of 0-17 years [2]. Almost 
one third (31.4%) of the abused children were between 0 
and 3 years old and 42.0% of the children were between 
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4 and 11 years [5]. In the United States, the Department 
of Health and Human Services (DHHS) reported similar 
findings showing that more than half of the abused chil- 
dren (54.5%) were age 7 or younger [6]. More specific- 
ally, they found that children in the age group 0-3 years 
comprised the largest proportion (30.4%) of substanti- 
ated child abuse cases. Children in the age group 4— 
7 years made up the second largest group (24.1%) of 
confirmed cases. In addition, young children are often 
the victim of more serious forms of child abuse; more 
than three-quarters (76.6%) of the children who died as 
a result of child abuse were under the age of 4 [6] . 

The Dutch (preventive) health service system for chil- 
dren from 0 to 19 years monitors approximately 97% of 
all children between ages 0 and 4 during home visits and 
visits at well-baby clinics. These services are widely used 
by Dutch parents, also by parents belonging to ethnic 
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minorities. Embedded in its statutory task, this system 
provides several standard services (e.g., vaccination, pre- 
ventive health checks) aimed at protecting and promot- 
ing children's health [7]. Two weeks after a child is born, 
the public child healthcare nurse conducts a standard 
home visit. If necessary, additional home visits can be 
scheduled. The provision of treatment is not included in 
the basic preventive package, but public child healthcare 
workers can and do make referrals [8]. 

All children living in The Netherlands are obligated by 
law to attend school from age 5 as required in the 
Primary Education Act ("Wet op het Basisonderwijs"; ef- 
fective as of August 1, 1985). Thus, Dutch frontline pro- 
fessionals such as primary school teachers and public 
child healthcare workers see almost all children aged be- 
tween 0 and 11 years, who are the most vulnerable to 
become a victim of child abuse. Due to their coverage of 
children, primary school teachers [9] and public child 
healthcare workers [10] play a pivotal role in the preven- 
tion and identification of child abuse among children 
most at risk. 

To reduce the prevalence of child abuse and its related 
costs and human suffering, different preventive strat- 
egies can be used, from primary to secondary to tertiary 
prevention [11]. In the present study, we will focus on 
primary and secondary prevention. Primary prevention 
includes the detection of risk factors for child abuse and 
the detection of cases of child abuse. For primary pre- 
vention, frontline workers need to become cognizant of 
child abuse risk factors such as domestic violence [12], 
parental mental health problems [13,14] and poor 
parenting skills [15], and stimulate parents to seek 
preventive help. Secondary prevention is targeted at 
specific "at risk" adult and child populations. Frontline 
workers can use several strategies related to secondary 
prevention, such as monitoring the child, making refer- 
rals to (mental) health services [16] and reporting to 
child protection services. 

It is generally acknowledged that the identified and 
reported cases of child abuse are only a small represen- 
tation of the actual cases. Research shows that the 
underreporting of child abuse by public child healthcare 
nurses [17,18] and primary school and kindergarten 
teachers [19-21] is still rather common. Feng et al. found 
in a sample of 598 Taiwanese kindergarten teachers that 
"A total of 66 (11%) kindergarten teachers indicated that 
they had suspected at least one incident of child abuse 
but did not report the case" (p.126) [21]. In addition, 
Goebbels et al. concluded on the basis of a study of 296 
elementary school teachers that two-thirds of the non- 
reporters, i.e., teachers who indicated that they had ever 
failed to report a suspected case of Child Abuse and 
Neglect (CAN), had failed to report in more than one 
such case [19]. With regard to the detection of child 



abuse, Reijneveld et al. found that the detection of 
suspected physical and sexual abuse by public child 
healthcare workers had not increased over a period of 
5 years (1996/1997-2002/2003), despite new regulations 
and/or good intentions [8]. It is hypothesized that these 
frontline professionals experience a number of obstacles 
that prevent them from detecting and reporting 
suspected child abuse cases adequately. 

The present study aimed to investigate Dutch public 
child healthcare professionals' (e.g., nurses and physi- 
cians) and primary school teachers' child abuse detection 
and reporting behaviors and attempt to formulate direc- 
tions for supporting behavioral changes. To facilitate the 
investigation of this complex set of behaviors, we used a 
theoretical framework, the Integrated Change (I-Change) 
model. This model describes factors (e.g., knowledge, at- 
titude and skills) that are involved in any behavioral 
(change) process [22]. The model stems from the health 
promotion field and comprises concepts from the The- 
ory of Planned Behavior [23], Social Cognitive Theory 
[24], the Transtheoretical Model [25], the Health Belief 
Model [26], and Implementation and Goal Setting The- 
ories [27]. Behavioral change processes are described as 
consisting of three phases: awareness, motivation, and 
action. The I-Change model hypothesizes that the more 
abilities and skills a person possesses, the more likely in- 
tentions will be turned into action. Personal and envir- 
onmental barriers may negatively impact individuals' 
intentions, making it less likely that the intention is 
followed by the desired behavior. A person's intention is 
assumed to be directly influenced by motivational fac- 
tors such as social influences, self-efficacy, and attitude. 
The latter refers to perceived benefits and disadvantages 
of the behavior in question. Self-efficacy refers to an in- 
dividual's perception regarding his ability to carry out 
the preferred behavior [28]. Social influences are related 
to perceived norms of important others with regard to 
the behavior (social norms) and the degree of support a 
person receives for carrying out the behavior (social sup- 
port). The model assumes that these motivational factors 
are determined by a number of distal factors, including 
awareness (e.g., knowledge, risk perception, and cues to 
action), information, and predisposing factors [22]. At 
the time the present study was conducted, child abuse 
legislation in The Netherlands differed from that in 
many other countries. Unlike other countries (i.e., 
Australia, United States, Canada, and Taiwan) that have 
established mandatory reporting laws [29], in The 
Netherlands, such a law has not been enacted and pro- 
fessionals working with children have no legal obligation 
to report (suspected) child abuse to the appropriate au- 
thorities. However, since 2002 there are national guide- 
lines on reporting child abuse, comprising rules of 
conduct and instructions for both citizens and 
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professionals when they suspect or identify a case of 
child abuse [4]. According to these guidelines, teachers 
are responsible for detecting abuse and make abuse a 
subject of discussion. However, they are not responsible 
for acting upon signs of abuse. The latter is the task of 
school social workers, school psychologists, the school 
principal or the school director [30]. For the preventive 
child healthcare system the guidelines suggest that every 
organization needs to employ a specific person with 
child abuse prevention in his/her portfolio (Dutch: 
'Aandachtsfunctionaris Kindermishandeling'). This per- 
son is responsible for the implementation of the guide- 
lines [31]. 

We hypothesized that teachers and public child 
healthcare nurses and physicians detect and handle child 
abuse differently. Although public child healthcare 
nurses/physicians, and primary school teachers are ac- 
tive in frontline care and all have expertise in child de- 
velopment, these two types of professionals differ with 
regard to the frequency of their contact with children, 
total amount of time spent with the children, relation- 
ship to the child and its parents, the child's age, and 
their legal position. In comparison to other profes- 
sionals, teachers spend more time in daily contact with 
children and they can directly observe potential changes 
in the child's appearance, behavior and progress, or un- 
usual or uncharacteristic behavior that may be signs of 
abuse and neglect [32]. Teachers are also likely to de- 
velop a confidential relationship with children [33] and 
to be involved in children's disclosures about maltreat- 
ment [34]. Teachers see children's parents, for example, 
during standard parent-teacher meetings regarding the 
child's development. 

Public child healthcare nurses and doctors may ob- 
serve signs of child abuse in the child's behavior and ap- 
pearance and in the family's behavior, but they will also 
rely on knowledge acquisition from outside third parties 
[35]. Their contacts with the child and his/her parents 
are brief and infrequent. These professionals working in 
the preventive child healthcare system do have a statu- 
tory obligation to signal risk factors for child abuse and 
parental dysfunction as required by the Public Health 
Act ("Wet Publieke Gezondheid"; effective as of Decem- 
ber 1, 2008), while this is not a core task of teachers. We 
expected that public healthcare workers would express 
more positive attitudes toward child abuse detection and 
reporting compared to teachers, as a result of their statu- 
tory task to protect the welfare of children. Due to the 
absence of a legal obligation to report child abuse, we 
hypothesized that neither teachers nor public child 
healthcare workers would see it as their core task to re- 
port suspected cases of child abuse. Thus, the goal of the 
current study was to investigate frontline professionals' 
experiences with child abuse detecting and reporting, 



with a particular emphasis on the factors that may im- 
pact suboptimal detection and reporting. 

Methods 

Participants 

The study was conducted at two Dutch local health ser- 
vices organizations; 'Icare' in the Province of Drenthe 
and 'Groenekruis Domicura' in the Province of Limburg. 
Also, three primary schools across The Netherlands were 
involved in the study. In 2009, the median disposable in- 
come for all households of the three included municipal- 
ities (i.e., Maastricht, Meppel and Assen) was 22,500, 
28,100, and 27,200 euro's respectively. The median dis- 
posable income for all households in the Netherlands 
was 28,200 euro's [36]. With regard to ethnic compos- 
ition, 27,150 (22.9%), 3,269 (10.2%), and 9,268 (14%) 
people, respectively of the people living in the included 
municipalities were migrants. In 2009, in total 3,287.706 
migrants were living in The Netherlands. This means 
that the total percentage of migrants in the Dutch popu- 
lation was 19.9% [37]. Thus, all municipalities in which 
we conducted our study had a somewhat lower average 
income and two of the municipalities had a lower than 
average representation of migrants compared to the 
overall Dutch population. Organizations were recruited 
through personal connections. We asked approval from 
the principal of each school to contact individual 
teachers for participation in our study. In addition, ap- 
proval was obtained from Icare's management and a 
Domicura professional with child abuse prevention in 
his/her portfolio to approach nurses and physicians for 
participation in our study. Participation for both primary 
school teachers and public child healthcare workers was 
voluntary. Participants were public child healthcare nurses 
(n = 11), public child healthcare physicians (n = 6), primary 
school teachers (n = 15) and a school principal (« = 1). All 
participating public child healthcare workers were fe- 
male. Nurses' average age was 44.5 years (SD = 9.1; 
range = 30-58) and their average work experience was 
15.6 years (SD = 5.5; range = 7-25). Public child 
healthcare physicians had an average age of 45.7 years 
(SD = 6.3; range = 33-50) and 15.6 years of work experience 
(SD = 7.5; range = 2.5-23). The group of primary school 
teachers consisted of 13 female and 3 male participants, in- 
cluding one school principal with an average of 21.3 years 
of work experience (SD = 12.9; range = 2-40). Their average 
age was 43.3 years (SD = 12.6; range = 24-59). Some of the 
teachers were also employed as a remedial teacher. The 
groups did not differ significantiy with regard to age and 
years of work experience. 

Procedure 

Participants were recruited through an announcement 
via e-mail or a hard copy leaflet, distributed at the 
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participating schools and the local health services orga- 
nizations, stating that researchers were looking for 
teachers and public child healthcare workers who 
wanted to talk about their experiences with child abuse 
cases they encounter in their daily work. The announce- 
ment explained that the results would be used in the de- 
velopment of a child abuse detection tool. During the 
years 2010-2011, the Mini-CARE method was devel- 
oped and implemented in the preventive child 
healthcare in the Province of Flevoland. The findings of 
a validation study of this tool are forthcoming (Schols, 
de Ruiter, Broers, Kok: Early detection of child abuse 
risk by community nurses: Development and initial val- 
idation of a questionnaire for parents and a nurse-rated 
tool, in preparation). Written informed consent was 
obtained from all study participants. All were assured of 
confidentiality for themselves and their clients (children 
and families) discussed during the interview. Ethical ap- 
proval for this study was obtained from the Ethical 
Committee of Psychology of Maastricht University 
(number ECP-81 14-04-2009-2). 

The choice for the focus group interview method was 
based on the topic; the handling of (suspicions of) child 
abuse in daily work. Focus groups are advantageous, be- 
cause they make it possible to gain insight into the 
sources of complex motivations and behaviours [38]. In 
addition, focus groups are a useful data collection 
method for investigating social norms as well as the di- 
versity of perspectives of subgroups on a specific topic 
[39]. Moreover, participants can react and discuss topics 
and provide comments on each other's statements. Focus 
group interviews were conducted based on participants' 
profession; primary school personnel (i.e., teachers and 
school principal) and public child healthcare professionals 
(i.e., nurses and physicians). Thus, the focus groups were 
as homogeneous as possible and therefore it was possible 
to explore the opinions and experiences of the subgroups 
under investigation. 

Groups comprised of 5 to 6 participants. In total, six 
focus group interviews were held; three among primary 
school personnel and three among public child 
healthcare professionals. The average duration of the in- 
terviews was 90 minutes (range = 78-112 minutes). Two 
trained interviewers led the focus group discussions at 
the public child healthcare workers' workplaces and at 
the primary schools. A set of interview topics was used 
to guide the discussion. Interview topics were derived 
from the existing research literature on child abuse de- 
tection and reporting. Topics were divided into three 
main topics: signs of child abuse, the value of a child 
abuse (risk) detection tool and dealing with signs of 
child abuse (e.g., responsibility issues with regard to 
detecting and reporting of child abuse; see Additional 
file 1 for the interview questions). Open ended questions 



allowed participants to speak freely about their opinions, 
attitudes and experiences. The first author of this article 
was present at all focused group meetings. All interviews 
were audio-recorded and transcribed verbatim. 

Data analysis 

After transcription, the researchers reviewed the inter- 
views several times. Themes and issues that were present 
in the interviews were discussed. An in-depth thematic 
analysis to identify key issues was undertaken by the first 
author, which means that she independently developed a 
codebook based on the themes and issues that arose in 
the interviews. The I-Change model was used as a theor- 
etical framework in identifying key issues. Emphasis was 
placed upon the subjective perspectives of the teachers 
and public child healthcare workers, because we were in- 
terested in their experiences with the detection and 
reporting of child abuse. Areas of consensus and disagree- 
ment between individual participants and between the 
two professional groups were particularly highlighted. 
Then, the conceptualisation of the themes was discussed 
with the second author. In case of disagreement, consen- 
sus between the researchers was reached by discussion. 
The final step in the data analysis concerned the selection 
of representative quotations to illustrate the views and at- 
titudes stated by the participants. All quotes were trans- 
lated from Dutch by the first author. During this process, 
the focus was on retaining the verbatim character of the 
original statement. 

Results 

Primary school teachers 
Awareness stage 

According to the I-Change model, the awareness stage is 
influenced by several information factors, such as the 
source of information and predisposing factors (e.g., cul- 
tural factors), and arises through the level of knowledge, 
the presence of cues to action and the perception of risk 
[22]. Table 1 provides an overview of the results as re- 
lated to the awareness stage of the I-Change model. 

Cues to action The results show that teachers become 
aware of alleged child abuse cases through different cues 
to action, such as actual signs of child abuse (e.g., 
bruises) or worrying family situations (e.g., divorce) from 
different sources, including the child, the child's parents, 
other children's parents, the police, the child's friends, 
former schools the child has attended, neighbours, col- 
leagues, local network, and school social workers. 
Teachers indicated that the child's behaviour plays an 
important role in the awareness process of (possible) 
cases of child abuse. One teacher noted: "Some children 
are very withdrawn, very anxious, or very present in the 
foreground. These behaviours differ per child, but it is 
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Table 1 Determinants of awareness of professionals, as categorized by the l-Change model 



Determinants 
l-Change model 


Key themes 


Teachers 


Nurses and physicians 


Sub themes 


Sub themes 


Cues to action 


Actual action cues 


Signs of abuse 


Signs of abuse 






• Various sources of abuse signs 


• Various sources of abuse signs 






• Child is an important source in 


• Preschool is an important source in 






child abuse detection 


child abuse detection 




Intuition 


• Starting point of child abuse 


• Starting point for systematic 






detection 


investigation 






• Precedes recognition of actual 








signs 






Investigation strategies for confirming action cues 


• Observing parents, child, and 


• Direct observation of parents and 




(— > See Table 3; Action plans) 


parent-child interaction 


child 






• Bui ding relationship with parents 


• Building relationship with parents 






• Talking to parents and/or child 


• Co lecting col ateral information 








• Conducting home visits 








• Monitoring and registration 


Knowledge 


Knowledgeable 


• Definition of child abuse 


• Definition of child abuse 






• Different types of abuse 


• Different types of abuse 




Lack of knowledge 


• Theoretical and practical 


• Theoretical and practical knowledge 






knowledge 








• Lack of education 








• Need for (more) high quality 








education programs 




Risk perception 


Underestimation risk of neglect 


• Subjectivity of norms and values 


• Subjectivity of norms and values 






• Identification with parents 








• Other justifications for 








underestimating abuse risk 





behaviour that stands out or behaviour that does not feel 
right". In specific, sudden changes in the child's behav- 
iour or remarkable behaviour could serve as an indicator 
as well. Another teacher said: "If a child suddenly shows 
a huge behavioural change or suddenly becomes hyper- 
active, then our feelers should get activated. This doesn't 
immediately mean that child abuse is present, but it 
could be an indication. I do think it is important that we 
are attentive to these signs". However, teachers also 
stated that not all abused children display signs of abuse. 
An explanation for this could be that children experi- 
ence the school as a safe place or due to "super-coping" 
of the child. The latter means that the child has found a 
way to cope with the adverse home situation or to com- 
pensate for parental deficits and has therefore become 
self-sufficient. In addition, teachers stated that children's 
loyalty to their parents makes it difficult to detect child 
abuse. Teachers argued that especially in case the child 
does not display any signs of abuse, information from 
the other sources mentioned above, such as police and 
previous schools, becomes extremely valuable for 



detecting child abuse. The local care network, including 
public child healthcare workers, other teachers, the po- 
lice, is also of great importance, since teachers acknowl- 
edged that they fail to see signs of abuse: "I sometimes 
think: Am I not looking carefully?" Neighbourhood or 
local police officers who spend most of their working 
hours in an assigned district were seen as a valuable 
source, because they know a lot about the families living 
in their district. In addition, teachers stated that they 
take action cues from the police more seriously than, for 
example, a child's statement of abuse. Teachers argued 
that children sometimes make up things. Therefore, 
teachers are more hesitant to act upon the latter signs of 
abuse, because they are afraid to falsely accuse parents 
(false positives). This also leads to teachers' caution with 
regard to interpreting signs of abuse: "In case a child 
does not want to be touched, you have to be careful put- 
ting a label on it immediately". 

Besides the identification of actual signs of abuse and 
worrisome family situations, teachers indicated that their 
gut feeling that something is wrong with the child - so- 
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called intuition - was another cue to action and was 
viewed as the starting point of child abuse detection. 
More specifically, this feeling often precedes the recogni- 
tion of actual signs of abuse and activates teachers to in- 
vestigate the source of their feeling of discomfort. 
Teachers argued that intuition develops through some- 
one's previous experiences: "I have learned over the past 
few years to pay more attention to the feeling that some- 
thing is wrong with a child than to bruises on a child's 
body. Subsequently, you have to investigate what causes 
this feeling of discomfort". Investigation strategies 
teachers mentioned included: observing the parents, the 
child, and the parent-child interaction, and talking to 
the parents and/or the child. Teachers reasoned that ob- 
serving the parent-child interaction is possible only in 
young children, because when children become older 
their parents do not bring them to school anymore. In- 
vestment in the relationship with parents was also seen 
as an important strategy in the detection phase of child 
abuse and to motivate parents to accept help. 

Level of knowledge Knowledge is regarded as an 
important factor for the identification of child abuse 
and comprises knowledge of, for instance, the definition 
and baseline rates of child abuse, signs of child abuse, 
and child abuse reporting procedures. Teachers were 
cognizant of the different types of child abuse; physical 
abuse, emotional abuse (e.g., being witness to domestic 
violence, overprotection), physical neglect (e.g., no 
proper clothes, inadequate food), emotional neglect (e.g., 
lack of attention; discontinuity of care), and sexual 
abuse. In addition, teachers viewed the repetitiveness of 
the abusive behaviour as a core characteristic of child 
abuse. Teachers considered the definition of child abuse 
not as an unambiguous fact. They indicated that in the 
decision process of what constitutes child abuse and 
whether or not child abuse is present, social and cultural 
factors, such as their own upbringing, complicate this 
process. Some teachers expressed that they would like to 
gain more knowledge in the areas of child neglect and 
child emotional abuse, perhaps because these forms are 
less obvious. 

However, teachers were experiencing a lack of know- 
ledge of signs of abuse, baseline rates of abuse, and child 
abuse reporting procedures. Although teachers indicated 
to become aware of child abuse by paying attention to 
the child's behaviour, one teacher illustrated a child sex- 
ual abuse case in which signs of abuse were not 
interpreted correctly and/or linked to the possibility of 
abuse. She reported in an emotional voice: "I have to 
admit honestly that in this case I probably have been 
very naive. I never thought of child sexual abuse. I still 
think about this case very often. That I did not think of 
sexual abuse. I just thought that it was a badly raised 



child and it did not cross my mind that there could be 
something really wrong". Awareness of the baseline rates 
of child abuse is lacking as well. This was demonstrated 
by the following remark of a teacher: "I would be disap- 
pointed if we are suddenly specialized in identifying child 
abuse, because that would imply that child abuse is very 
common". Since statistics show that in The Netherlands 
in every classroom probably at least one child is a victim 
of child abuse, this illustrates some teachers' lack of 
knowledge regarding base rates. However, this lack of 
awareness was not true for all teachers. One remedial 
teacher admitted that he obviously must have missed 
cases of child abuse during his daily work. In addition to 
theoretical knowledge of child abuse, practical know- 
ledge also plays an important role in the child abuse 
reporting process. Practical knowledge refers to know- 
ledge acquired through previous experience. Teachers 
indicated that this type of knowledge is important be- 
cause there is a lack of attention to child abuse issues, 
including the practice of communication skills, in their 
education. Teachers stated that available post-graduate 
education programs on child abuse did not always ad- 
dress their particular needs. In their opinion, examples 
used during these training programs often do not reflect 
reality. According to one teacher, the awareness of child 
abuse could be increased by using video recordings, in- 
viting someone who was a victim of child abuse and an 
expert with ample professional experience in handling 
alleged cases of child abuse. 

Risk perception Regarding risk perception, some 
teachers stated that they do not always want to fully ac- 
knowledge the seriousness of a child's situation. To jus- 
tify the situation, it seems that they try to make up 
excuses for the parents as well for themselves: "You can 
only do something when the child is in your class". 
Teachers also have a tendency to identify with parents 
who have limited financial means: "The parents them- 
selves might not perceive it as abuse, because they are 
doing their best and maybe they just cannot do better". 
Thus, teachers might tend to underestimate the risk of 
neglect. One teacher exemplified: "This was a case in 
which some teachers thought that neglect was present. 
Then we also visited the mother at home and she also in- 
dicated that it was all difficult for her, but how she was 
able to cope with the situation of having seven children 
as a single mother". Another teacher responded to this 
remark: "And if she does this in a very loving way, than 
this situation might be better than say a lawyer who is 
verbally aggressive towards his child all the time". 
Teachers tend to hide behind norms and values which 
they apply differently to different people and which are 
not objective. They use this ambiguity as a justification 
to not act upon perceived signs. 
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Motivation stage 

The I-Change model hypothesizes that a person's 
intention to perform a specific behaviour is influenced 
by several motivational factors such as attitude, social 
influences, and efficacy. Table 2 describes the results of 
this study as related to the motivation stage of the 
I-Change model. 

Attitude Although most teachers see it as their job to 
detect signs of child abuse, not all teachers agree upon 
their responsibility to act upon these signs and have the 
intention to report suspected child abuse cases to child 
protection services. For Dutch teachers it is quite un- 
usual to report child abuse cases to child protection 
[30]. Mostly, teachers report their suspicions of child 
abuse cases to the principal of their school. One teacher 
said: "If we get more responsibilities in this, we will get 
deeper into this and I am not sure how I would handle 
this. Then, 1 will take it home, hut this will not make me 
happier". 

Teachers reported several experiences of reporting 
suspected cases of child abuse and agreed that the result 
of reporting was not always positive for the child and its 
family. Teachers were lacking confidence in follow-up 
care for parents and the child. One teacher gave an ex- 
ample of professionals' reluctance to act: "...child welfare 



agency. These professionals often hide behind the excuse 
that parents do not have a request for help. We think 
that the child is the request for help". Thus, the results 
imply that not only teachers are hesitant to act upon 
their suspicions, but that also child abuse reporting cen- 
tres do not act adequately. Teachers' distrust in child 
welfare is fueled by the presence of waiting lists, discon- 
tinuity of care, bureaucracy, vague communication, lack 
of follow up, and the delayed start of actual care. 
Teachers' frustration about failing care is exemplified by 
the next quote: "The child's condition becomes worse. 
You see that child. That child slips through your fingers. 
You can hear the child screaming for help, hut you can- 
not do anything". 

With regard to the consequences of reporting child 
abuse, some teachers argued that the situation of the 
child after the report may even become worse, for ex- 
ample, parents might move to another region as an es- 
cape or the foster care offered is not adequate. Teachers 
suggested that there should be one organization that 
bears responsibility for the care of the child and its fam- 
ily, and the teacher should be kept informed. Teachers 
stated that a report to child protection could not only 
result in negative consequences for the child, but also 
for themselves: parents may blame the teacher and can 
become aggressive: "It was reported once by the school 



Table 2 Determinants of motivation of professionals, as categorized by the I-Change model 

Determinants Key themes Sub themes Sub themes 

I-Change model 



Attitude 



Responsibility 



Negative aspects 
Social influences Support systems 



Self-efficacy 



Types of support 



Lack of support 



Low self-efficacy 

(See Table 3; Performance 



skills) 



• Feeling responsible for detecting signs 

• Not feeling responsible for reporting child 
abuse 

• Negative outcomes of reporting for child, 
family and teacher 

• Internal and external sources of support 

• Direct colleagues largest source of support 



• Emotional support 

• Support in detecting and checking signs 

• Talking to parents about suspicions of abuse 

• Need for formal embedding of child abuse 
issues in the school system 

• Child abuse reporting agencies and care 
providers 

• Talking to (highly educated) parents 

• Motivating (highly educated) parents 

• Interpreting signs 

• Talking to children 

• Communication tool makes it safer to talk to 
parents 



• Feeling responsible for monitoring, 
motivating parents, and reporting 



• Dissatisfaction with quality, speed and 
continuity of care 

• Internal and external sources of support 

• Direct colleagues largest internal support 
system 

• Preschools important source of external 
support 

• Emotional support 

• Support in checking signs 



• Little resources for addressing child abuse at 
the organizational level 

• Child abuse reporting agencies 



• Talking to (highly educated) parents 
■ Detecting emotional abuse 
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and then a teacher and I (remedial teacher) got blamed 
for this. At that time, it went well for a year and when it 
went wrong again we had to discuss it with the parents 
yet again". 

Social influences A person's motivation is also affected 
by social influences, including the support an individual 
receives in carrying out the behaviour. We asked 
teachers in what way they receive support in the child 
abuse reporting process. Several support systems, in- 
cluding internal and external sources of support, were 
mentioned. Internal sources of support included the 
school principal, colleagues, the school social worker, 
and remedial teachers. Direct colleagues were regarded 
as the largest source of support. This support included 
emotional support, support in detecting and checking 
signs of abuse, and in talking to parents about suspicions 
of child abuse: "It is especially nice if you have two 
teachers per class, because then you are able to test your 
view and to discuss this view with your colleague. You 
can also check your view with the remedial teacher of the 
school or in the entire school team. Or you can ask the 
previous teacher about the child's behaviour. If the spe- 
cific behaviour was not present in the past this could 
reinforce your observation that something is wrong". 
With regard to organizational support, teachers 
expressed a need for formal embedding of the handling 
of child abuse in the school system: "That we do not pay 
attention to this phenomenon only this year, but that we 
structurally address this phenomenon: a) we will keep 
our knowledge up to date and b) the child abuse detec- 
tion tools are part of the teaching resources". 

Teachers reported that their experiences with the offi- 
cial child abuse reporting agencies, an external source of 
support, were both positive and negative, depending on 
the contact they had. One remedial teacher said: "Very 
positive and very negative. Positive experiences relate to 
the person at the other end of the phone. We have had a 
person working at the child abuse reporting agency who 
was very committed and who acted instantly which was 
officially not allowed, but we also had people who acted 
according to the rules and said: I will consider it and 
you will hear from us again. Consequently, you do not 
hear from them anymore". Experiences with other care 
providers were not always positive either. Teachers 
expressed they sometimes did not feel taken seriously by 
care providers. Other external sources included local po- 
licemen, the school doctor, and the local care network. 
The local care network lowers the threshold to contact 
professionals from this network, because teachers 
already knew them from previous network meetings. 

Self-efficacy Concerning self-efficacy, which refers to an 
individual's perception of his/her ability to carry out the 



behaviour in question, the results showed that teachers 
do not feel confident about communicating with par- 
ents, talking to children, and detection and interpret- 
ation of signs of abuse. Teachers argued that children's 
loyalty to their parents makes it difficult to talk to chil- 
dren about suspicions of abuse. With regard to concerns 
about the well-being of the child, teachers have difficul- 
ties confronting parents with these concerns: "I had a 
conversation with divorced parents. They came together 
to the school for a parent-teacher meeting. So I said very 
positively: 'I am glad that you came together'. But it was 
not going well with this girl, because this girl was arriving 
in tears at home or at school on Mondays. So, I expressed 
this concern to the parents and asked them: "What can 
we do about this?' The next thing that happened was 
that parents got into an argument right in front of me. 
Then, I asked myself: What am I going to do with this? 
You just do not know what to do". In particular, teachers 
find it difficult to deal with highly educated and assertive 
parents and with parents who tend to lie; they find it dif- 
ficult to motivate these parents. Teachers hoped that a 
child abuse communication or detection tool would help 
them be more objective and neutral in their conversa- 
tion with parents and that such an instrument would 
make it safer for them to talk to parents about their 
concerns. 

Action stage 

The final stage of the child abuse reporting process is 
the action stage. According to the I-Change model, posi- 
tive intentions with regard to a particular behaviour do 
not automatically lead to the desired behaviour. Add- 
itional factors, which determine the onset of behaviour, 
are action planning, goal setting, and performance skills. 
See Table 3 for an overview of the thematic analysis of 
concepts related to the action stage of the I-Change 
model. 

Performance skills When teachers were asked what 
they needed in order to deal more effectively with child 
abuse in their daily work, they clearly expressed their 
need for practice in communication skills. Video record- 
ings of practice conversations could have added value. 
Teachers indicated that they have difficulty finding the 
right words in their dialogue with parents: "Sometimes 
you hear something from someone else and you think: I 
should have had this sentence in my mind'". In addition, 
they are in need of directions to deliver a bad news mes- 
sage and how to motivate parents who don't see any- 
thing wrong. Teachers expressed they also want to learn 
to discuss child abuse with children. This is important 
for teachers, because they have the abused child in their 
class, which implies that teachers' care for the child does 
not stop after making the report. 
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Table 3 Determinants of action of professionals, as categorized by the l-Change model 







Teachers 


Nurses and physicians 


Determinants 
l-Change model 


Key themes 


Sub themes 


Sub themes 


Performance 

skills 


Lack of communication skills 


• Communicating bad news to 
parents 

• Involving children in conversation 


• Clarification and communication of gut feeling 

• Handling unmotivated parents 

• Dealing with parents who display aggressive 
behaviour 


Action plans 


Lack of strategy for acting upon 
signs of abuse 


• Need for consultation in case of 
suspicions 

• Need of clear guidelines with 
regard to procedures 


_ M 1 r _j ■ . 1 . .■ • . 1 II | 

• Need for direct consultation with colleagues during 
the complete process 


Barriers 


Internal barriers 


• Teachers' feelings of guilt towards 
children 

• Fear of parents' reaction to the 
report 

• Fear of false positives 


• Relationship with parents creates a blind spot 

• Maintaining relationship with parents 

• Personal fears (for asking sensitive questions) 


External barriers 




• Privacy laws 

• Parents' control in accepting help 

• Impossibility to report anonymously 


• Safety risks for the professional 

• Small distance between nurses' work district and 
their home 



Action planning With regard to action planning, 
teachers mentioned that they are in need of clear guide- 
lines with regard to procedures, steps that need to be 
taken, and persons with whom concerns can be 
discussed. Consultation with either child abuse reporting 
agencies, other child welfare agencies or a competent so- 
cial worker could be supportive as well. Within this con- 
text, competency refers to having knowledge of the local 
social infrastructure map, because this is changing con- 
tinuously, according to teachers. 

Barriers Teachers reported several barriers which 
heighten the threshold for child abuse reporting, includ- 
ing feelings of guilt towards the children, the impossibil- 
ity to report abuse anonymously according to Dutch 
statutory law, fear of parents' reaction to the report, par- 
ents' control (within the voluntary scope of accepting 
help), privacy laws, and fear of false positives. Parents' 
control becomes an issue when parents are unmotivated, 
because parents have to give permission for the start of 
help. Due to their daily contact with children and their 
specific position, teachers often struggle with the di- 
lemma how long they have to try to collaborate with 
parents in case of worries. An example was described by 
one of the teachers: "I asked parents why they let their 
four-year old child go to school alone by bike along the 
water. I will call the parents when the child is 5 minutes 
late, but who knows by then we might already have been 
15 minutes too late". Feelings of guilt relate to situations 
where children are taken from the home. Teachers 
explained how the impossibility to report anonymously 



can form a barrier: "But if you have the child in your 
class, then it is most likely that you were the one that 
made the report to the school's principal. That is how 
people think". In addition, they experience the impossi- 
bility to report anonymously as a barrier, because they 
have to inform the parents that they are going to make a 
report. 

Public child healthcare workers 
Awareness stage 

Table 1 gives an overview of the results as related to the 
awareness stage of the I-Change model for the public 
child healthcare professionals. 

Cues to action With regard to child abuse risk factors, 
physicians mentioned that the presence of risk factors 
does not automatically mean abuse is currently taking or 
is going to take place in the future, and indicated this as 
a complicating factor in child abuse prevention. There- 
fore, not only the detection of child abuse, but the 
process (e.g., discussing the risks of certain behaviours 
with parents) starting with the detection of risk factors 
plays an important role in their work as well. According 
to the workers, signs of abuse can originate from differ- 
ent sources: the child (e.g., physical signs, behavioural 
signs), the child's social environment, the child's parents, 
other professionals (e.g., day-care workers, nursery 
school teachers), and volunteers involved in high risk 
families. An example of a child's behaviour that could 
lead to suspicions was given by one of the nurses: "An 
anxious child, but also a child who clambers onto 
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everybody's lap". However, professionals stated that not 
all abused children display signs: "I had a case in which 
a baby did quite well, but the surrounding gave so much 
signs and facts that something was wrong". This can 
serve as a complicating factor in the child abuse detec- 
tion process since several nurses tended to regard signs 
originating from the child as the most important action 
cues. Notwithstanding, another nurse decided on the 
basis of parental signs that steps needed to be taken; 
"But that was not difficult. There were two young chil- 
dren in the family and there were problems with aggres- 
sion and alcohol. Acting upon this was not difficult at 
that time. I just took that step, because this was not 
something that was going to solve itself. Some nurses ar- 
gued that they became aware of abuse mostly through 
parental signs (e.g., alcohol and/or drug abuse; 
overburdening) and family factors (e.g., poverty, divorce, 
living conditions) rather than through signs from the 
child. Public child healthcare workers argued that pre- 
school was an important source of information in the 
detection of abuse, because day-care workers see the 
children regularly. Nurses and physicians indicated that 
it is important to encourage parents to sign their child 
up for preschool facilities, not only because the child ben- 
efits from preschool, but also for early detection purposes. 
Public child healthcare workers emphasized the import- 
ance of regular contact with other care providers (collat- 
eral sources) aside from their contact with parents. 

Besides the presence of actual cues to action, nurses 
refer to their intuition as an unconscious, automatic and 
important aspect in child abuse detection: "It happens 
often to me that things happen in a flash and then I do 
not know what I have noticed specifically, but I do have 
this gut-feeling that something is wrong". In case nurses 
experience these intuitive feelings that something is 
wrong with the child, their next step is an attempt at ob- 
jectifying these feelings. More specifically, professionals 
indicated that these intuitions often were the starting 
point for a systematic investigation which consisted of 
talking to parents, looking for evidence through direct 
observation and seeking collateral information. This is il- 
lustrated by the next citation: "I saw a mother who was 
talking very satisfied about her child and how well he/ 
she was doing. When I asked her questions about bottle- 
feeding she was not able to answer these consistently. The 
baby was not growing well and was looking pale. So, it 
starts with the gut-feeling that something is wrong". Pro- 
fessionals indicated that communication skills are very 
important in the relationship with parents; listening, ask- 
ing the relevant questions, following through, and being 
respectful. Other strategies that were applied in case of 
suspicions of abuse were: conducting (unexpected) home 
visits, discussing the case with colleagues, investing in 
the relationship with parents, and monitoring and 



registration (i.e., keeping a file). The latter is exemplified 
by the next quotation: "In this case we invited the mother 
regularly to the well-baby clinic and we looked how the 
baby was developing according to the growth-curve. We 
looked at the impression the child made, also in contact 
with others. And then we concluded: this is not going 
well". Concerning the registration of risk factors, one 
physician made the distinction between static (e.g., par- 
ents' past experiences) and dynamic risk (and protective) 
factors for abuse and emphasized the importance of not- 
ing the dynamic risk factors, due to the changeability of 
these factors. 

Nurses' and physicians' knowledge of child abuse is 
partly reflected in their definition of child abuse. They 
were cognizant of the different types of child abuse and 
defined child abuse broadly. One nurse said; "All forms 
of lack of care for the child that should normally enable 
the child to maximally develop itself. Another illustra- 
tion of defining child abuse broadly was provided by one 
of the participating physicians: "I think that if the child 
doesn't show signs of abuse, but if a lot of obstacles are 
present and nobody takes the responsibility to do some- 
thing with these obstacles, then I think you are taking 
part in neglecting the child". They also made several 
other distinctions in defining abuse: passive/active, 
verbal/ non-verbal, and conscious/unconscious. Although 
professionals argued that the presence of inflicted harm 
is an important aspect in defining child abuse, they 
agreed that the term child abuse is stigmatizing, because 
it implies the presence of an active, willful component 
while in reality the abusive parent is often merely incap- 
able of good enough parenting. 

Knowledge With regard to knowledge of child abuse re- 
lated issues (e.g., signs of abuse, baseline rates, and 
reporting laws), nurses indicated that they lack know- 
ledge about normative psychosexual and psychosocial 
development of children. In addition, they indicated that 
they are not informed about children's basic needs. One 
nurse exemplified: "Is it bad when a child doesn't get a 
warm meal for three years? Maybe a sandwich is suffi- 
cient as well". Professionals argued that guidelines 
concerning characteristics of good enough parenting 
would be helpful in detecting abuse. Professionals did 
seem to be aware of baseline rates of abuse: "If I see the 
prevalence rates of child abuse, then I think I do not see 
these rates, so I have to miss signs/cases". 

Risk perception With regard to risk perception, one 
nurse argued that in case a child does not display any 
overt signs of abuse, the values of the professional might 
influence risk perception in the sense that values may 
lower standards of what is acceptable: "...because other- 
wise I think this is a whole other environment than the 
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environment I grew up in, but the child is actually quite 
happy". Workers seemed to use the subjectivity of their 
values as an excuse to not act upon signs. This was illus- 
trated by the following quotation: "But you also have to 
contend with other cultures in which children are treated 
very differently. So, if you mention the basic needs of a 
child, then what are these needs?" Still, they showed 
some insight into this mechanism: "We set the bar too 
low for what is still acceptable and too high for 
reporting". The results showed that workers tend to 
ignore particular signs of abuse, for example, an un- 
hygienic environment. The perception of risk is also 
influenced by the number of signs; the more signs 
present, the higher the risk is rated: "All together, it is an 
enumeration of circumstances/signs". 

Motivation stage 

Table 2 describes the results of this study as related to 
the motivation stage of the I-Change model. 

Attitude With regard to child healthcare professionals' 
responsibility, the results showed that they regarded sev- 
eral tasks as falling within their responsibility, including 
motivating parents to accept help, monitoring the 
response to care, monitoring of high risk cases, and 
registration (keeping a file). They acknowledged their 
statutory responsibility to check whether a child's needs 
as prescribed by the Universal Convention on the Rights 
of the Child [40] are met. Several physicians, although 
agreeing upon their statutory task, adhered to the view 
of a civil society [41] which means that everybody is re- 
sponsible for the wellbeing of children, especially be- 
cause children between the ages 4 to 19 are only seen 
three times by the preventive child healthcare system. 
Public child healthcare workers also try to assist other 
professionals (e.g., teachers) in becoming more compe- 
tent in the domain of child abuse. One physician men- 
tioned that they trained professionals working at 
preschool facilities how to communicate their observa- 
tions to parents. 

Professionals expressed their dissatisfaction with re- 
gard to the quality, speed, and continuity of care started 
at the request of public child health. With regard to 
speed, nurses argued that it takes much too long for care 
to start, and when care is started, it often ends too soon: 
"At one moment I said to the case manager of the welfare 
agency: if you do not act upon it now, then I will report 
the case to the child abuse reporting agency". With re- 
gard to quality of care and contact with care providers, 
professionals mentioned that it is often not clear what 
the provided care entails. In addition, professionals indi- 
cated that they felt not always taken seriously by care 
providers and the child abuse reporting agencies, be- 
cause they trivialize the problems, which reduces their 



willingness to report. This was illustrated by one worker: 
"When I told them what the signs were, they said to me: 
we have much worse cases". Other complicating factors 
regarding contact with care providers consisted of poor 
coordination and difficulties with regard to the inter- 
change of information: "Everybody is busy detecting 
abuse and they do not know from each other who is 
doing what. " 

Social influences Professionals' response to the ques- 
tion how they receive support in the child abuse 
reporting process can be divided into internal and exter- 
nal support systems. Internal sources of support 
consisted of peer review (e.g., checking signs of abuse) 
and emotional support. Questioning each other with the 
help of solution-focused questions [42] was seen as an 
important part of peer review, because it stimulates fur- 
ther thinking. Other internal support systems mentioned 
were: evaluative meetings at the management level, 
guidelines/protocol, and the coordinator for the elec- 
tronic child records. The latter focuses mainly on high 
risk families by monitoring and maintaining contact with 
the family. This can be regarded as a form of case man- 
agement: "It is mainly process control and at the time 
signs emerge and there is already care in the family, I 
am checking what everybody is doing especially in case 
multiple care providers are present". 

Although professionals mentioned that there is a spe- 
cific colleague with child abuse in his/her portfolio, they 
stated that this colleague is often too remote from their 
daily practice with families and often too inexperienced. 
Several professionals also mentioned a lack of emotional 
support at the managerial level: "I still go to my direct 
colleagues. At one moment when I had a case which I 
was distraught about I had to find help myself. Another 
aspect that was not taken up by the organization was 
the issue of safety. One nurse said that she arranged for 
herself that the police was on stand-by in a particular 
case in which she expected that a grandfather would 
come to the well-baby clinic and act aggressively. The 
public child health system also lacks the financial re- 
sources to allow scheduling of additional home visits, in 
cases of high-risk or serious concern. In some families 
continuous monitoring is needed to prevent abuse. One 
nurse exemplified: "I have a case in mind which went 
well for a time, just because I visited them regularly". 
Professionals reported both positive and negative experi- 
ences with the official child abuse reporting agencies, an 
external source. Negative experiences were related to 
bureaucracy: "This is not working. I am in need of 
discussing a case quickly by phone". Positive experiences 
consisted of follow-up contact with the agencies: "They 
became more active in calling back and asking questions 
about the case: how is it going now?" Other external 
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sources of support included local police officers, pre- 
school workers, general practitioners, school social 
workers, teachers, and mental health workers. One nurse 
exemplified the kind of support she received from the 
police by quoting: "You can check with the police easily. 
Sometimes you do not know if this father is really aggres- 
sive or not. I check this sometimes before I visit the fam- 
ily. Is this safe or not?" The results indicated that 
preschools were the largest external support system for 
the detection of child abuse. 

Self-efficacy With regard to self -efficacy, professionals 
indicated that they found it difficult to communicate 
with parents: "I think we are just not able to have a diffi- 
cult conversation with parents". More specifically, they 
explained that they find it difficult to deal with highly 
educated parents who are able to put on a friendly face. 
One physician indicated that she experienced difficulties 
checking if parents pay (enough) attention to the emo- 
tional well-being of their child and also in explaining to 
parents why this kind of support is important for a 
child's development: "But in case of a baby it is just diffi- 
cult to explain that talking to the baby is very important, 
because otherwise the baby will not respond anymore". 
Nurses indicated that they would find an objective and 
transparent instrument helpful in motivating parents to 
seek care (and in detecting abuse): "That you can show 
to the parents. This is proven. If these signs are present 
then this raises reason for concern. And these are not my 
personal norms and values". 

Notwithstanding the above, professionals already react 
adequately in a number of situations, such as talking to 
parents about child abuse risk factors and their worries 
regarding a child's situation. This is exemplified by one 
nurse in a conversation with an abused parent: "If vic- 
tims of child abuse become a parent themselves, feelings 
of the experienced childhood abuse can arise more easily 
and become more accessible". A different explanation 
came from another nurse: "In times of distress the risk 
increases that you are going to act upon this in the same 
(abusive) way your parents did, even though this is not 
what you want". An illustration of discussing worries 
with parents in an adequate way was provided by one 
nurse: "I do not use the term child abuse, but I try to 
start up help in the family. I also make it clear that I am 
worried about the situation". 

Action stage 

See Table 3 for an overview of the thematic analysis of 
concepts related to the action stage of the I-Change 
model. 

Performance skills When child healthcare professionals 
were asked what they required to deal more effectively 



with child abuse in their daily work, they stated that they 
would benefit from improving their communication 
skills by receiving training: "To be able to detect child 
abuse I must be able to have a difficult conversation with 
parents". Nurses indicated they find it difficult to discuss 
with parents their gut feeling that something is amiss. 
They also expressed a need for learning how to commu- 
nicate with parents who could become aggressive: "I am 
thinking/looking where the door is. Am I safe here?". 
They also find it difficult to handle parents who do not 
want to cooperate or are resistant. They hoped a check- 
list would be helpful in sharing with parents concerns 
about abuse. However, they do not want a purely actuar- 
ial instrument; their professional judgment is important 
as well in the decision making process. Nurses argued 
that an instrument could also be helpful in communicat- 
ing with care providers in the sense that their concerns 
would be taken more seriously. Furthermore, the instru- 
ment should be implemented broadly. 

Besides training as a professional, one nurse stated 
that it also important to pay attention to the person be- 
hind the professional. Fears (e.g., asking sensitive ques- 
tions), personal values and experiences around child 
abuse can act as an internal barrier and should be 
addressed in training and supervision. 

Action planning With regard to action planning, the 
results showed that professionals are in need of consult- 
ation with (direct) colleagues during the complete child 
abuse detection process and not only in reporting 
(alleged) abuse. It is important that consultation takes 
place promptly and not several weeks later. One nurse, 
who was acquainted with the child abuse reporting 
guidelines, expressed that the guidelines make it easier 
to have discussions with other professionals about spe- 
cific children. 

Barriers Professionals noted several barriers in their 
daily work, both internal and external. The geographical 
distance between nurses' work district and their home 
can act as a barrier to act upon signs of abuse, in case 
the distance is small: "I experience this as a dilemma, be- 
cause you are not only dealing with this particular fam- 
ily. If you are working in small villages, it spreads like 
wildfire, so you have to think about how you say and act 
upon things". Although the relationship with parents was 
mentioned as a tool for detecting child abuse and motiv- 
ating parents to accept help, the relationship can also act 
as a barrier in the sense that it creates a blind spot in 
professionals which could lead to lowering their stan- 
dards for good enough parenting. In addition, fear of 
losing contact with the parents could act as a barrier. 
Professionals were always balancing between watchful 
waiting on the one hand and taking action on the other 



Schols et al. BMC Public Health 2013, 13:807 
http://www.biomedcentral.com/1471-2458/13/807 



Page 13 of 16 



hand: "But then it is about not wanting to break off the 
relationship with parents. You want to do it together with 
the parents. But sometimes this is not possible anymore, 
but when is this point reached?" Some professionals refer 
to safety risks as a barrier to talk to parents about suspi- 
cions of abuse and reporting abuse to child protection 
which could obviously lead to ignoring the most prob- 
lematic cases. 

Discussion 

In this study we performed focus group interviews with 
33 frontline professionals working with children to in- 
vestigate how these professionals deal with child abuse 
(issues) in their work. The validity of this qualitative 
study was increased by maximizing the richness of the 
data [43] by selecting experienced public child 
healthcare workers and primary school teachers care- 
fully. Below we will discuss the findings in association 
with the three stages of the I-Change Model. In addition, 
the most salient differences between the two profes- 
sional groups will be highlighted. Furthermore, recom- 
mendations for improvements are detailed. 

At the awareness stage, the results showed few differ- 
ences between the two professional groups. Both public 
child healthcare workers and teachers know about the 
different forms of child abuse. Their definition was con- 
sistent with the definition of child abuse in the empirical 
literature and in the extant Dutch Youth Welfare Law 
(2005; Article 1, sub m). Still, the results showed several 
gaps in professionals' knowledge concerning child abuse 
issues. For teachers, the main gaps were related to base 
rates of child abuse, signs of abuse and reporting proce- 
dures, partly due to a lack of attention to child abuse is- 
sues in their teacher education. These results concur 
with a previous study of Feng et al. which showed that 
in a sample of 598 kindergarten teachers more than 81% 
reported that both pre-service and in-service child abuse 
education was inadequate [21]. Previous research found 
similar results for nurses [44,45]. Moreover, teachers 
seemed to have less knowledge of signs of abuse com- 
pared to public child healthcare workers; for example, 
the latter described the relation between risk factors and 
the onset of abuse in more detail. As a result of this, 
public child healthcare workers might be better at 
detecting child abuse risk factors and child abuse than 
teachers. An important shortcoming in nurses mentioned 
concerned their knowledge of children's psychosexual de- 
velopment. These findings imply that pre-service educa- 
tion should address child abuse and child development 
much more thoroughly. Since professionals are more 
likely to report abuse when they are aware of the impact 
of the abuse on the child [46], training programs should 
emphasize the negative impact of abuse. However, in- 
creasing professionals' knowledge will not be sufficient to 



improve child abuse detection and reporting, because 
other determinants of the TChange model also play an 
important role in the decision process. For example, 
Goebbels et al. found that the availability of action plans 
with regard to child abuse detection and reporting also 
influenced teachers' reporting behavior [19]. In addition, 
O'Toole et al. showed that post-graduate education alone 
did not predict child abuse detection and reporting [47] . 

At the motivation stage, both professional groups 
showed similarities with regard to perceived support; dir- 
ect colleagues were regarded as the most important sup- 
port system. Related to this finding, it is recommended 
that preventive child healthcare organizations reserve 
more resources for regular consultations among their 
workers. With regard to external sources of support, the 
(local) police was seen as an important support system, 
especially with regard to safety issues. The police was 
also considered important in the detection phase of 
abuse. However, the results also showed that police sup- 
port was not addressed at the organizational level; safety 
seemed not to be a core topic on the management's pri- 
ority list. Roles and responsibilities of the involved par- 
ties need to be clarified. Our findings imply that 
statutory regulations alone do not offer enough support 
for professionals in the child abuse reporting process. 
For teachers, the local network was also an important 
source of support, due to the diversity of professionals 
contributing to this network. Since primary school 
teachers themselves do not report their suspicions of 
child abuse to child abuse reporting agencies, but to the 
school's principal or remedial teacher, it is important 
that teachers, in case they suspect child abuse, feel sup- 
ported by school management. Concerning attitude, the 
results showed that the public child healthcare workers 
view themselves as case manager and are more active in 
looking for signs of abuse compared to primary school 
teachers. The latter showed a higher threshold for acting 
upon suspicions of abuse. These findings may be due to 
differences in legal obligations of both professional 
groups. The health workers are also more comfortable 
talking to parents about suspicions of child abuse (self- 
efficacy). Both groups experienced difficulties in 
detecting emotional abuse and in explaining to parents 
that offering adequate stimulation to a child is important 
for the child's development. Teaching aides for educating 
parents about children's emotional needs and develop- 
ment are necessary. With regard to attitudes toward 
child abuse reporting, teachers were not convinced that 
the child would benefit from a report to child protec- 
tion. This view is supported by findings from the recent 
Samson Report [48] of child abuse within Dutch youth 
care institutions. They found that children who were 
placed in out-of-home care were 2.5 times more likely to 
become a victim of child sexual abuse than Dutch 
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children living with biological parents. For children with 
an intellectual disability this rate was even higher. 

At the action stage, the two professional groups 
differed with regard to skills. Public child healthcare 
workers clearly possess more skills to communicate with 
parents compared to primary school teachers. Still, both 
groups indicated experiencing problems talking with 
highly educated parents. In addition, teachers also found 
it challenging to talk with children. This is a finding of 
concern, since teachers see children on a daily basis and 
of the two professional groups they have most opportun- 
ities to gain children's confidence. These results imply 
that training in communication skills would be import- 
ant for ameliorating the detection of abuse. Research has 
shown previously that mothers' disclosure about her 
child's psychological functioning to a physician predicts 
the detection of psychosocial problems [49]. Physicians' 
interviewing style and communication skills are found to 
enlarge these disclosures [50]. Barriers for reporting that 
were identified by the participants were in line with the 
results of previous studies; being afraid of the conse- 
quences [51], feelings of guilt, not having confidence in 
follow-up care [52], and "feeling uncertain about the 
evidence" (p.342) [44]. The latter barrier could be 
addressed by using a structured risk screening instru- 
ment. Our results indicate that an instrument would be 
most helpful in cases in which signs of abuse are not ob- 
vious, because it would help with objectification. 

Taking all findings into account, primary school 
teachers would most likely benefit from a program or 
method which involves both children and teachers and 
which is imbedded in the school's structure, because 
child abuse detection is not their primary task and there- 
fore they often have limited time and resources to spend 
on child abuse issues. With regard to the design of a 
program, the use of interactive techniques such as active 
rehearsal and modelling is suggested, because literature 
shows that child sexual abuse prevention programs are 
most effective when interactive techniques are used [53]. 
The most effective personal safety programs comprise 
multiple sessions, opportunities to practice skills and 
parental involvement [54]. The results of the present 
study also imply that it might be favourable to employ 
two (part-time) teachers per classroom since they could 
discuss possible signs of child abuse. In addition, school 
support could serve as a motivational factor in the child 
abuse reporting process. The professional with child 
abuse prevention in his/her portfolio should be trained 
in assessing child abuse risk and communicating with 
parents and care providers of the family. They should 
also pass on their knowledge and skills to the teachers 
and assist teachers in managing a vulnerable child in 
the classroom. It is their task to monitor how the child 
is doing. 



For the public health nurses, home visits are an im- 
portant tool in the detection of child abuse (and child 
abuse risk factors) and subsequently in child abuse pre- 
vention. Olds et al. found that prenatal and early infancy 
home visits, in comparison to routine community care, 
led to improved pregnancy and postnatal outcomes for 
mothers and children [55,56]. A study into the long- 
term consequences of these home visits revealed that 
over a follow up of 15 years, the number of proven child 
abuse reports among nurse-visited mothers was almost 
half that of the not nurse-visited women. This effect was 
even larger among families who were more at risk [57]. 
Nurses in our sample acknowledged the benefits of 
home visits as well. In The Netherlands, several standard 
home visits are conducted in the first years of a child's 
life. Furthermore, a child abuse risk detection tool 
should be imbedded in the home visiting system. 
Grietens et al. developed a scale for home-visiting nurses 
for identifying risks of physical abuse and neglect in 
mothers with a newborn child, the Early Risks of Physical 
Abuse and Neglect Scale (ERPANS) [58]. The ERPANS 
subscales "social isolation", "distorted communication", 
and "psychological problems' were able to discriminate be- 
tween non-abusive and recently abusive mothers [10]. An- 
other effort to improve public child healthcare nurses' risk 
assessment of parenting and child developmental prob- 
lems was recently made by Staal et al. [59]. They devel- 
oped a structured interview, the Structured Problem 
Analysis of Raising Kids (SPARK), using a three-step 
model; detection, clarification, and analysis. After the 
home visit the nurse completes the SPARK with an overall 
risk assessment. The SPARK was shown to possess dis- 
criminative validity; children from lower socio-economic 
status families scored significantly worse on the overall 
risk assessment compared to children from higher socio- 
economic status families [60]. The overall risk assessment 
of the SPARK was also shown to be predictive for child 
abuse reports to the official reporting agencies [61]. Aside 
from home visits, the public health nurses in our study 
also took on the role of case manager, by keeping in con- 
tact with care providers involved with at-risk families, to 
monitor the child's wellbeing. 

An inherent limitation of qualitative research is related 
to the generalizability and ecological validity of the study 
findings. Since we included nurses who were willing to 
participate in the study voluntarily, selection bias might 
have occurred in the sense that the participants of our 
study could have been more motivated and interested in 
child abuse prevention than the average public child 
healthcare worker or teacher. Due to the explorative na- 
ture of this study, the results cannot be generalized to 
frontline workers from other professions. Concerning 
the generaliziblity of the results to similar professional 
groups in other countries, we have to be cautious as 
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well. Statutory obligations regarding child abuse reporting 
differ across countries and these impact the child abuse 
detections and reporting process via factors such as know- 
ledge, attitude, and support. On the basis of a qualitative 
study, we are not able to make inferences about the causal 
relationship between the different behavioral determi- 
nants. It is unknown how the behavior determinants inter- 
act. In order to obtain an overall perspective on child 
abuse detection and reporting practices, it is required that 
future research focuses on other stakeholders such as 
youth care providers, school principals and management 
teams. Finally, at the time of the interviews were 
conducted, schools differed with regard to the use of the 
child abuse reporting guidelines, because the guidelines 
were not yet a legal requirement, may have influenced our 
study findings. 

In the Netherlands, the national child abuse reporting 
guideline is effective as of July 1, 2013. The guidelines 
comprise 'rules' regarding conduct and instructions for 
citizens and professionals when they suspect or identify 
a case of child abuse [62] . The guidelines distinguish five 
steps; gathering and documenting signs of abuse, con- 
sulting a colleague, talking to the parents, judging the 
severity of the situation, and acting upon the suspicions 
of abuse (e.g., arranging help, filing a report). There will 
be no mandatory reporting regarding child abuse. The 
child abuse reporting guidelines could not only be help- 
ful in providing direction, but they can also provide sup- 
port, for example, reducing teachers' feelings of guilt in 
situations where the child is placed out of the home due 
to a report. However, it is evident from our study that 
the reporting guidelines alone will not be sufficient to 
solve all the problems professionals encounter in this 
domain. 

Conclusions 

In conclusion, the results of the present study demon- 
strate the complexity and dynamics of the child abuse 
detection and reporting process. Understanding of this 
process is crucial with regard to the development of an 
effective child abuse (risk) detection method. Ameliorat- 
ing teachers' pre-service education with regard to child 
abuse issues would be an important first step. Education 
programs, including pre-service education, for both pro- 
fessional groups should focus on the practice of commu- 
nication skills. Child abuse reporting guidelines could 
increase professionals' confidence to report in specific 
circumstances. Both professional groups are in need of 
methods for objectifying their suspicions, especially in 
case of circumstances in which implicit rather than obvi- 
ous signs of abuse are present. The use of a structured 
method could strengthen the basis of their suspicions 
and could improve the detection and reporting of abuse. 
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